preliminary data on participants' perceptions of the process. Although outcomes research is needed to evaluate its impacts, the Youth Nonfatal Violent Injury Review Panel offers an innovative, promising, and replicable model for interagency collaboration to prevent youth violence and its effects. 
Asthma deaths in children in

AIMS:
The aim of this study was to characterise the deaths of children from asthma in New South Wales (NSW) over the last 10 years and ascertain whether there were modifiable factors that could have prevented the deaths.
METHODS:
The hospital medical records, coronial reports, immunisation records and all relevant correspondence from general practitioners, medical specialists and hospitals were reviewed for children who died with asthma in the 10 years (2004-2013).
RESULTS:
In 10 years, there were 20 deaths (0-7 per year) with a male predominance (70%) occurring in children aged 4-17 years. Sixteen (80%) had persistent asthma and 4 (20%) had intermittent asthma. The majority (55%) had been hospitalised for asthma in the preceding 12 months, 25% in the preceding 6 weeks. The majority (55%) was aged 10-14 years. Ninety percent were atopic. Psychosocial issues were identified in the majority (55%) of families. Forty percent had a child protection history. Seventy-five percent had consulted a general practitioner in the year before their death, 45% had a current written asthma action plan and 50% had not seen a paediatrician ever in relation to their asthma. Of the 16 children at school, the schools were aware of the asthma in 14 (88%) cases, but only half had copies of written asthma plans.
CONCLUSIONS:
Improved communication and oversight between health-care providers, education and community protection agencies could reduce mortality from asthma in children. Serious Case Reviews (SCRs), undertaken when a child has died or been seriously harmed, are an important feature of child protection in England. They are substantial exercises, but little research has examined the everyday work processes associated with their production. This study, undertaken during 2011, explored the views and experiences of NHS Named and Designated Nurses and Doctors for Safeguarding Children about their involvement in SCRs. Nineteen telephone interviews were undertaken and the data thematically analyzed. The study found that doing SCRs involved additional work and staff did not always feel fully supported or prepared. Doing SCRs is a rigid and bureaucratic process which sometimes detracted from the case itself. The study also found mixed views about the value of SCRs and the extent to which they promote learning and child-centered practice. The findings contribute to overall understanding of how this process is undertaken, and help open up to scrutiny the work required and the challenges generated for those involved in SCR. 'Doing SCRs is a rigid and bureaucratic process which sometimes detracted from the case itself'. In the 1990s, there were concerns about the poor standards of investigation following infant deaths and there had been prominent miscarriages of justice with mothers wrongly imprisoned for murdering their infants. These issues led to the Kennedy Report on sudden unexpected death in infancy and a result in England in 2008, it became mandatory that all sudden, unexpected deaths in children (SUDIC) are investigated jointly by the police, health and social services (HM Government, 2013). The aim of this joint agency approach (JAA) is to understand the full reasons for each child's death and address the possible needs of the rest of the family. The full reason for death includes not only the final medical cause of death but also any associated risk factors intrinsic to the child, the family and environment, parenting capacity and service provision.
Investigating Unexpected Child
Deaths of teenagers in car crashes: a child death review. Jones SJ, Heatman B. Inj Prev. Aug 2015 published online PMID: 26251467
MVCs are a leading cause of death and disability for teenagers. In Wales, a child death review process has been established to carry out thematic reviews of deaths; this approach is believed to highlight opportunities for prevention that individual case review could not. Cases were 13-year-old to 17-year-old Welsh residents who died as car drivers or passengers between 1 January 2006 and 31 December 2010. An expert panel was convened to review these cases. 28 MVCs occurred and 34 13-17 year olds died; 24 males, 10 females. 51 vehicles were involved; 23 driven by 17-year-old to 19-year-old males. 19 of the 28 MVCs occurred between 21:00 and 05:00. The risk factors identified were consistent with global research on MVC deaths and injuries to teenagers. However, there is a lack of effective interventions to tackle these in the UK. It is recommended that the implementation of Graduated Driver Licensing is considered. We investigated causes of death in children and young adults with epilepsy by using data from the U.S. National Child Death Review Case Reporting System (NCDR-CRS), a passive surveillance system composed of comprehensive information related to deaths reviewed by local child death review teams. Information on a total of 48,697 deaths in children and young adults 28days to 24years of age, including 551 deaths with epilepsy and 48,146 deaths without epilepsy, was collected from 2004 through 2012 in 32 states. In a proportionate mortality analysis by official manner of death, decedents with epilepsy had a significantly higher percentage of natural deaths but significantly lower percentages of deaths due to accidents, homicide, and undetermined causes compared with persons without epilepsy. With respect to underlying causes of death, decedents with epilepsy had significantly higher percentages of deaths due to drowning and most medical conditions including pneumonia and congenital anomalies but lower percentages of deaths due to asphyxia, weapon use, and unknown causes compared with decedents without epilepsy. The increased percentages of deaths due to pneumonia and drowning in children and young adults with epilepsy suggest preventive interventions including immunization and better instruction and monitoring before or during swimming. State-specific and national population-based mortality studies of children and young adults with epilepsy are recommended. The sudden unexpected death of an infant is a tragedy to the family, a concern to the community, and an indicator of national health. To accurately determine the cause and manner of the infant's death, a thorough and accurate death scene investigation by properly trained personnel is key. Funding and resources are directed based on autopsy reports, which are only as accurate as the scene investigation. The investigation should include a standardized format, body diagrams, and a photographed or videotaped scene recreation utilizing doll reenactment. Forensic nurses, with their basic nursing knowledge and additional forensic skills and abilities, are optimally suited to conduct infant death scene investigations as well as train others to properly conduct death scene investigations. Currently, 49 states have child death review teams, which is an idea avenue for a forensic nurse to become involved in death scene investigations.
Infant death scene investigation
